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Background: Traumatic brain injury (TBI) constitutes the leading cause of posttraumatic mortality. Practically, the
major interventions required to treat TBI predicate expedited transfer to CT after excluding other immediately
life-threatening conditions. At our center, trauma responses variably consist of either full trauma activation (FTA)
including an attending trauma surgeon or a non-trauma team response (NTTR). We sought to explore whether FTAs
expedited the time to CT head (TTCTH).
Methods: Retrospective review of augmented demographics of 88 serious head injuries identified from a Regional
Trauma Registry within one year at a level I trauma center. The inclusion criteria consisted of a diagnosis of head
injury recorded as intubated or GCS < 13; and CT-head scanning after arriving the emergency department. Data was
analyzed using STATA.
Results: There were 58 FTAs and 30 NTTRs; 86% of FTAs and 17% of NTTRs were intubated prehospital out of 101
charts reviewed in detail; 13 were excluded due to missing data. Although FTAs were more seriously injured
(median ISS 29, MAIS head 19, GCS score at scene 6.0), NTTRs were also severely injured (median ISS 25, MAIS head
21, GCS at scene 10) and older (median 54 vs. 26 years). Median TTCTH was double without dedicated FTA
(median 50 vs. 26 minutes, p < 0.001), despite similar justifiable delays (53% NTTR, 52% FTA). Without FTA, most
delays (69%) were for emergency intubation. TTCTH after securing the airway was longer for NTTR group (median
38 vs. 26 minutes, p =0.0013). Even with no requirements for ED interventions, TTCTH for FTA was less than half
versus NTTR (25 vs. 61 minutes, p =0.0013). Multivariate regression analysis indicated age and FTA with an attending
surgeon as significant predictors of TTCTH, although the majority of variability in TTCTH was not explained by these
two variables (R² = 0.33).
Conclusion: Full trauma activations involving attending trauma surgeons were quicker at transferring serious head
injury patients to CT. Patients with FTA were younger and more seriously injured. Discerning the reasons for delays
to CT should be used to refine protocols aimed at minimizing unnecessary delays and enhancing workforce
efficiency and clinical outcome.
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Table 1 Alberta health services - Calgary Region trauma
activation criteria
1. Shock defined by BP systolic < 90 mmHg or Temperature ≤ 30°C
2. Patient intubated for respiratory compromise/airway obstruction
3. Patient with GCS≤ 8
4. Gunshot wound to the head, neck, or torso
5. Need for blood transfusion en route to hospital or in the ED
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All trauma systems need to define the optimal criteria
with which to activate full trauma responses in order to
respond to the immediate clinical needs of the critically
injured. Thus, the American College of Surgeons Com-
mittee on Trauma (ACS COT) has defined guidelines to
guide prehospital triage to trauma centers [1]. Building
on these guidelines, many centers recognize the need for
two or three tiered activation criteria to more efficiently
manage hospital and human resources [2-8]. Many sys-
tems including our own, require the immediate or ur-
gent presence of attending trauma surgeons as their
“highest level” response. Of the various criteria used to
initiate full trauma activations, severe head injuries de-
noted by a depressed Glasgow Coma Scale (GCS) have
long been the most controversial at our institution and
the most problematic in terms of adherence to protocols
and standards. Routine trauma quality assurance (QA)
activities in our center note that this criterion represents
the majority of failures to activate the trauma team [9].
While trauma surgeons from a general surgery specialty
practically do not operate on severe head injuries it is
perceived that they both contribute to resuscitative care
and expedite the work-up. However, there is limited in-
formation regarding the time factors and efficiency of
different trauma systems in triaging and optimizing the
prompt attainment of CT imaging in the critically injured
[10]. This prompted us to review the association between
the type of trauma response and the efficiency of obtaining
a CT scan in seriously head injured patients.
Methods
The Alberta Health Services Calgary Region (AHSCR) is
a fully integrated, publicly funded health system that
provides virtually all medical and surgical care to the
residents of the city of Calgary and a large surrounding
area including smaller towns and communities (popula-
tion ~ 1.2 million). In the AHSCR, adult trauma services
are regionalized to the Foothills Medical Centre (FMC),
and pediatric trauma services (age mandate ≤14 years)
to the Alberta Children’s Hospital. These are the only
accredited tertiary trauma care centers providing trauma
services for Southern Alberta, Canada (~35% of the
population of the Province of Alberta). Patients may also
be transported to Calgary from trauma care services in
neighboring provinces.
At FMC, full trauma activations (FTAs) involve an ex-
pedited response by an attending trauma surgeon and
trauma team (TT), residents from critical care medicine,
respiratory therapists, and other dedicated trauma re-
sources including anesthesia and the operating room, in
addition to emergency physicians and nurses who are
the typical responders to initial non-trauma team re-
sponses (NTTR) (Table 1). Patients with an initial NTTRare often seen after the initial assessment by the emer-
gency medicine team in the format of a trauma consult
by the TT if admission or ongoing care is required. A
FTA may be initiated by the emergency physician based
on changing patient status, updated prehospital informa-
tion, or clinical judgment. The response performance of
trauma personnel is a trauma quality assurance audit
filter and is assessed and reported annually in the
Trauma Services Annual Report noting that recent audit
revealed the attending trauma surgeons are typically al-
ways present within 20 minutes at a FTA [9].
In order to assess the efficiencies and human resource
implications of trauma activations not focusing on trad-
itional thoracoabdominal injuries, a retrospective review
of trauma patient resuscitations with head injuries re-
quiring intubation or with a GCS < 13 in whom a CT
scan was obtained. Patients were identified from the
FMC Trauma Registry as having been admitted between
April 01 2008 and March 31, 2009. To qualify for the
trauma registry a patient must have an Injury Severity
Score (ISS) > 12 and be admitted to the trauma centre or
die in the emergency department of the trauma centre.
From the eligible cohort (186 TBI patients who met
the inclusion criteria), a convenience sample of 101
charts was selected by medical records for review.
Demographic data reviewed included age, gender, emer-
gency department (ED) admission date, ED admission
time, injury description, Maximum Abbreviated Injury
Scale (MAIS) Head, Injury Severity Score (ISS), scene
GCS, trauma centre GCS, patient intubation status at
the time of the GCS was calculated, whether FTA was
activated, time of trauma team activation, trauma sur-
geon, intensive care unit (ICU) admission, ICU length of
stay (LOS), and discharge status. The following data
was collected directly from the charts: whether patient
had a CT done at previous hospital, arrival time of
trauma surgeon at FTA, CT head date and time, picture
archiving and communication (PACS) time of CT head,
electronic medical record time of CT Head, whether
there was a reason for CT delay, and if there was a rea-
son for delay then which interventions were done, inter-
ventions date, interventions time, and any comments
about the patient. We initially sought to study the times
until completion of the CT head. However review of
the time imprints embedded with the CT images in
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sequent review of the electronic clocks in the CT scan-
ners found them to be significantly inaccurate. Thus,
the charted time the patient left the trauma bay for the
CT scanner was used instead. The “Time from ED ad-
mission to CT head (TTCTH-unqualified)” was defined
as the unqualified number of minutes from ED admis-
sion until the patient left for the CT scan. The “Time in
ED after airways were secure (TTCT-after airways se-
cure)” was defined as either the time in the ED until
leaving for CT head if intubated pre-hospital or never
intubated, or as the time in the ED after ED intubation
until leaving for CT head. For those re-intubated in ED,
the time from re-intubation until leaving for CT was
used for this designation. The “Time in the ED after in-
tubation or procedure (TTCTH-after any procedure)”
was defined as the time in the ED after any required
procedure was performed including any of ED intub-
ation, chest tube insertion, or arterial or central venous
line insertion, and Focused Assessment with Sonography
(FAST). If the time of the procedure was unavailable, or
if no procedure was required, this time was measured
from arriving in the ED until leaving for CT head. We
also separately examined the TTCTH in patients who
had no interventions of any type in the ED (TTCTH-no
interventions), the TTCTH excluding patients who re-
quired intubation or re-intubation for misplaced endo-
tracheal tubes in the ED (TTCTH-exclude intubation),
and the TTCTH including only patients intubated (pre-
hospital or in the ED) (TTCTH-intubation only).
The data were analyzed using STATA (version 9.2,
College Station, Texas) and presented as medians with
interquartile ranges (IQR) for non-normally distributed
variables. Medians were compared using the Mann-
Whitney U test, categorical data were analyzed by Fisher’s
exact test. To identify independent factors associated with
the time to CT Head a multiple linear regression model
was developed, using backward stepwise variable elimin-
ation. Statistically significant differences were defined as a
p value < 0.05.
Results
One hundred and one (101) eligible patients’ charts were
reviewed. Thirteen (13) patients were excluded from the
final analysis as seven patients had CT head done at a
referring hospital, four had missing times to CT, one
was not trauma patient and one did not have a TBI leav-
ing 88 records for analysis. Fifty-eight (58) patients had
a FTA, and 30 had a NTTR. Patients in the FTA group
were younger (median age 26 vs 54 years), higher me-
dian ISS (29 vs 25, p = 0.007), and lower scene GCS
score (6 vs 10, p = 0.08) than the NTTR patients, with
the majority being intubated prehospital. Table 2 shows
the characteristics of the two groups. The actual time ofthe trauma team activation was recorded in only 21
(36%) of activations, but all had ER admission time
recorded. In 11 cases the FTA was prior to emergency
department (ED) admission, in 8 it was coincident with
ED admission, and in 2 after admission. Thus the
median time to FTA was 1 minute before ED admission
with an average time of 5.5 minutes noting one outlying
activation 164 minutes after ED admission.
Patients who presented during FTA (n = 58) had a sig-
nificant shorter time to CT head compared with patients
evaluated with a NTTR (n = 30) (TTCTH-unqualified
26 min [IQR = 19.5-36.5] vs 49.5 min [IQR = 32-80.5]; p
<0.0001) (Table 2). As expected, there was an association
between trauma team activation and pre-hospital intub-
ation, with a coefficient of correlation r =0.6. Using CT
head as the dependant variable, a multiple linear regres-
sion analysis with age, ISS, MAIS head, ED intubation,
trauma team activation designation, pre-hospital intub-
ation, and requirement for any ED intervention as pre-
dictors was performed (Table 3). Backward stepwise
variable elimination identified age and trauma team
activation as significant predictive factors influencing
reduced time to CT head. Time to CT Head was pre-
dicted to be 1.8 minutes lower per one unit increase in
FTA; however, this group of variables does not fully ex-
plain the variability in time to CT Head (R² = 0.33).
Although the majority of cases were intubated prehospi-
tal, 11 (37%) of the NTTR pts vs. 5 (9%) FTA pts were
intubated after arriving in ED. The TTCTH was shorter
for FTA (median 25 vs. 45 minutes for NTTR) but limited
by the few patients intubated in ED. With intubation after
arriving in ED being the top cause of delays to CT for
NTTRs, we examined only those patients without any
need for ED intubation to ensure more similarity between
the two groups. The TTCTH-exclude intubation was 27
versus 55 minutes (p =0.0015) favoring FTA (Table 4). For
the whole group of patients (intubated pre-hospital, intu-
bated in ED, or never intubated) the TTCTH-after airways
secure was 26 minutes versus 38 minutes (p =0.0013) in
favor of FTA (Table 2). Just over half of each group had
documented resuscitative procedures before being taken
to CT (FTA = 47%, NTTR = 47%). For all patients, the
TTCTH-after any procedures was 23 versus 35 minutes
(p =0.0007) favoring FTA (Table 2), and the TTCTH-no
interventions was 25 versus 61 minutes (p =0.0013) favor-
ing FTA as well (Table 5). For patients intubated pre-
hospital or in ED the time from arriving in the ED until
CT was also shorter for FTA group (median 26 versus
45 minutes, p =0.002). Although a specific review of
TTCTH-unqualified for all patients with pre-hospital in-
tubation was limited by the few patients in NTTR (n = 5),
this group took 33 minutes compared to 26 minutes in
FTA (n = 50). All comparison of times is summarized in
Table 6.
Table 2 Patient characteristics in resuscitative groups (FTA and NTTR)
No. of patients FTA NTTR p value
N = 88 (n = 58) (n = 30)
Age (y) median (IQR) 26 (21–46.5) 54 (25.5-76.5) 0.0017
mean ± SD 35 ± 18 51 ± 24
Male gender 46 (79%) 22 (73%) 0.6
ISS median (IQR) 29 (23.5-41.5) 25 (17–29) 0.0071
mean ± SD 32 ± 11 25 ± 7.5
MAIS Head, median (IQR) 16 (16-25) 20.5 (16-25) 0.5
mean ± SD 19 ± 6 20 ± 6
GCS at scence, median (IQR) 6.0 (3.0-12.0) 10.0 (5.75-13) 0.08
Intubated prehospital 50 (86%) 5 (17%) <0.0001
Intubated in ED1 5 (8.6%) 11 (37%) 0.0026
No. pts with reason for delay to CT2 30 (52%) 16 (53%) 1
No. pts with ED Interventions3 27 (47%) 14 (47%) 0.9
TTCTH-unqualified
Time from ED adm to CT (min), median (IQR) 26 (19.5-36.5) 49.5 (32–80.5) <0.001
TTCTH-after airways secure (min)4 25.5 (17.5-35) 38 (27.5-78) 0.0013
TTCTH-after any procedure (min)5 22.5 (16–32) 34.5 (24–78) 0.0007
ICU Admissions 43 (74%) 13 (43%) 0.006
ICU LOS6, median (IQR) 3 (1–10.5) 3 (1-9) 0.7
In-hospital death, n (%) 16 (27.5) 12 (40) 0.334
1 one FTA pt and 2 NTTR pts were reintubated in ED.
2 delay to CT could be caused by an intervention in ED or by non-procedure factors.
3 interventions in ED include: intubation,chest tube,FAST, arterial line,resuscitation,etc.
4 Time in the ED after intubation until CT or from ED admission until CT if intubated prehospital or never intubated (includes prehospital intubated, intubated in
ED, never intubated).
5 Time of intervention done in ED was not found in all cases, thus time from ED admission to CT was used.
6 LOS, length of stay in days.
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Many combinations of mechanistic, anatomic, physio-
logic, and demographic criteria, generally adapted from
the Field Triage Decision scheme of the ACS COT [1],
have been adopted by numerous investigators and orga-
nizations to guide the field triage of the trauma patientTable 3 Multiple linear regression: predictors of time to CT H
Initial independent Variables Coefficients Std. Er
Age 0.0070221 0.00287
MAIS Head -0.0156356 0.01006
ISS -0.0000174 0.00663
Pre-hospital intubation -0.2816034 0.16425
Trauma team activation -0.4942918 0.17544
ED intubation -0.2740521 0.18629
ED intervention 0.1633863 0.13729
Predictor Variables of time to CT Head Coefficients Std. Err
Age 0.00617341 0.00282
Trauma team activation -0.6133904 0.12559[1,4-7]. The ideal triage system to manage competing
clinical needs with practical resource management re-
mains elusive. Such an ideal system would equally
match the severity of injury and resources required for
optimal care with the optimal facilities, personnel, and
response criteria [1.5]. One of the most limited resourcesead
r t p > |t| [95% Conf. interval]
89 2.44 0.017 0.0012917 0.0127525
77 -1.55 0.124 -0.0356748 0.0044067
77 -0.00 0.998 -0.0132293 0.0131945
82 -1.71 0.090 -0.6085512 0.0453443
33 -2.82 0.006 -0.8435029 -0.1450807
04 -1.47 0.145 -0.644854 0.0967497
94 1.19 0.238 -0.1099013 0.4366739
t p > |t| [95% Conf. interval]
99 2.18 0.032 0.0005458 0.0118009
42 -4.88 0.000 -0.8631482 -0.3636326
Table 4 Times to CT head excluding patients with any
need for emergency department intubation
(or re-intubation)
FTA NTTR p
valueNo.of pts (72) (n = 53) (n = 19)
Age, median (IQR) 26 (21–46.5) 65 (43–77) <0.0001
Gender, male 42 (79%) 12 (63%) 0.2
ISS, median (IQR) 29 (23.5-41.5) 25 (16–29) 0.0032
MAIS Head, median (IQR) 16 (16-25) 16 (16-25) 0.7
No.pts preintubated 49 (92%) 3 (16%) <0.0001
No.pts who underwent
any type of procedure in ED
22 (42%) 3 (16%) 0.0526
TTCTH-exclude intubation
Time from ED adm to CT,
median (IQR)
27 (19–36.5) 55 (30–107) 0.0015
Table 6 A summary of the times from arriving in the ED
until CT head for different subgroups of patients
FTA NTTR p value
No. of Pts n = 58 n = 30
Median min. (IQR) 26 (19.5-36.5) 49.5 (32–80.5) <0.001
Intubated n = 50 n = 5 sample
too small
Pre-hospital
Median min (IQR) 26 (18.5-36.5) 33 (25–74.5)
Intubated or n = 5 n = 11 sample
too small
Re-intubated in ED *1 pt reintubated *2 pts reintubated
Median min (IQR) 25 (20.5-32) 45 (42–62)
Pts w/o ED n = 53 n = 19 0.0015
Intubation
Median min (IQR) 27 (19–36.5) 55 (30–107)
Pts w/o ED n = 31 n = 16 0.0013
Intervention
Median min (IQR) 25 (17–32) 60.5 (30–123.5
Intubated n = 54 n = 14 0.0002
Pre-hospital or in ED
Median min (IQR) 26 (19–36.5) 45 (36–67.5)
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In systems that require the immediate or urgent pres-
ence of attending trauma surgeons this “non-surgical”
task may exacerbate what has been perceived to be a cri-
sis in trauma surgery human resources [4,11-14].
Contemporary initiatives have focused on identifying
patients requiring specific emergency department proce-
dures or operative interventions to define which of the
many potential triage criteria are valuable or not [5]. In
addition to identifying the need for a procedure, we sug-
gest that significantly decreasing the delay until a critic-
ally injured patient with a potentially treatable space-
occupying lesion detected on CT scanning is another
critical aspect of full trauma activation. This needs to be
evaluated as a process outcome. Simply put, time is
brain. The duration of brain herniation before surgical
decompression influences outcomes for acute epidural
hematomas [15,16], and as such, obtaining urgent CT
scans is typically a requisite part of brain injury pre-
operative resuscitation. As we believe that expediting the
resuscitative and diagnostic workup of the criticallyTable 5 Times to CT head for patients with no emergency
department interventions
FTA NTTR p valve
No. of pts (47) (n = 31) (n = 16)
Age, median (IQR) 26 (20–48) 67 (45.5-77) 0.0005
Gender, male 22 (71%) 11 (69%) 1
ISS, median (IQR) 29 (20–41) 25 (16–25.5) 0.02
MAIS Head, median (IQR) 16 (16-25) 20.5 (16–25) 0.7
No.pts preintubated 30 (97%) 3 (19%) <0.0001
TTCTH-no interventions
Time from ED adm to CT,
median (IQR)
25 (17–32) 60.5 (30–123.5) 0.0013injured is important to their outcome, we have included
intubated head injuries as an activation criterion for full
trauma activation.
CT scanning is considered the reference standard for
diagnosing most traumatic injuries in the acutely injured
patient [17-23] and specifically for detecting post-
traumatic intra-cranial lesions [24,25]. Despite the pri-
macy of CT scanning as the preferred definitive imaging
modality however, there is limited information regarding
the time factors and efficiency of different trauma sys-
tems in triaging and optimizing the prompt attainment
of this imaging modality in the critically injured [10]. In
one of the few reviews of CT efficiency, Fung Kon Jin
and colleagues [10] found that the median start time in
a high-volume “stream-lined” level-1 American trauma
center for a severely injured cohort (median ISS 18) was
82 minutes, with the median time from arrival until
completion of the diagnostic trauma evaluation being
nearly 2 hours (114 minutes). The relevance of this time
may be increased by noting that the mean time to CT
head for non-traumatic neurological emergencies in a
tertiary care academic institution that prioritized CT
scanning for potential stroke over all other emergency
department patients except trauma was either 99 or
101 minutes, depending on whether there were compet-
ing trauma activations [26].
In terms of patients with severe TBI, efforts to exped-
ite diagnostic imaging in general include the
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room. Such a scanner in Amsterdam has reduced the
time until completion of CT diagnostic imaging to 79 mi-
nutes in a cohort in whom the majority had an ISS < 16
[27]; to 23 minutes in a German CT equipped resuscitation
room caring for a population with a mean ISS of 24 [28];
and to 12 minutes in an Austrian cohort (mean ISS = 27)
in whom scanning was started immediately after admis-
sion. In the Austrian cohort a systolic BP > 70 mmHg was
considered sufficient for CT scanning without cardiac ar-
rest [25].
Based on our review however, we believe another strat-
egy is to continue to retain the category of severe TBI as a
criterion for full trauma team activation that is likely ap-
plicable to similar institutions. At least in our institution
this associates with specifically decreased time to obtain
head CT scans in those with severe head injuries, and
mandates the presence of a surgeon to facilitate invasive
interventions. Several groups have confirmed that a
GCS < 8 was associated with high mortality [6,8], and such
patients were 100 times more likely to die, 23 times more
likely to require ICU, and 1.5 times more likely to need an
operation among trauma patient admissions [6]. Although
we cannot significantly prove in-hospital mortality, the
designation of a trauma as requiring “activation” was asso-
ciated with a 1.8 minute decrease per “unit” of activation
in TTCTH statistically. We perceive this to be associated
with the dedicated presence of the trauma surgeon as the
team leader and to a general “entitlement” of the patient
to all other human and technical resources available in
our hospital resulting in markedly short durations to CT.
Noting that a reported delay in NTTRs was “CT
unavailable” reinforces this presumption. However, this
study was not designed to compare the efficacy between a
non-surgeon and a surgeon led trauma team activation.
There are limitations of this review that are both gen-
eric to retrospective reviews in general and specific to
our data. Firstly, this non-randomized methodology can
only note the association between FTAs at our institu-
tion and expedited transfers to CT scan and cannot
delineate which specific factors or procedures were re-
sponsible. Further, we do not have exact data on the
responding time for the trauma surgeons for all FTAs.
There were further distinct differences between the two
groups of patients with a greater need for definitive air-
way interventions in the non-FTA group. However, even
after looking specifically at the TTCTH after secure air-
way control or after the performance of required resusci-
tative interventions it was still distinctly quicker in the
FTA group. Finally we were surprised to realize that the
time imprints embedded directly onto radiological im-
ages were inaccurate which has obvious implications for
quality assurance and medico-legal review. We now
regularly check for accuracy in this regard.Conclusions
Full trauma activations involving attending surgeons were
quicker at transferring seriously head-injured patients to
CT. Patients with FTAwere younger, higher ISS, lower scene
GCS, and more often intubated in the pre-hospital setting.
Discerning the reasons for delays to CTshould be used to re-
fine protocols aimed at minimizing unnecessary delays and
maximizing workforce efficiency.
Abbreviations
ACS COT: American College of Surgeons Committee on Trauma; BP: Blood
pressure; CT: Computed tomography; ED: Emergency department;
FAST: Focused assessment with sonography; FMC: Foothills Medical Centre;
FTA: Full trauma activation; GCS: Glasgow coma scale; ICU: Intensive care
unit; ISS: Injury severity score; IQR: Interquartile ranges; LOS: Length of stay;
MAIS: Maximum abbreviated injury scale; NTTR: Non-trauma team response;
PACS: Picture archiving and communication system; TBI: Traumatic brain
injury; TTCTH: Time to CT head.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
Study concept and design: AK, AR; Acquisition of data: AR, CT, AK; analysis
and interpretation of data: AR, CT, AK, ZX, CB, PT; drafting of the manuscript:
AK; critical revision of the manuscript: AK, ZX, CB. All authors read and
approved the final manuscript.
Acknowledgements
The authors thank Dr David Zygun, MD FRCPC, University of Alberta, Dr
Kevin Stevenson University of Saskatchewan, Viesha A. Ciura University of
Calgary, Kimberley Musselwhite, MN RN, Alberta Health Services, Christine Vis
Alberta Health Services for their assistance for this study.
Author details
1Regional Trauma Services, Foothills Medical Centre, University of Calgary, 29
Street, Calgary, NW 1403, Alberta. 2Departments of Surgery, Foothills Medical
Centre, University of Calgary, Calgary, Alberta. 3Critical Care Medicine,
Foothills Medical Centre, University of Calgary, Calgary, Alberta. 4Radiology,
Foothills Medical Centre, University of Calgary, Calgary, Alberta. 5Emergency
Medicine, Foothills Medical Centre, University of Calgary, Calgary, Alberta.
Received: 17 September 2013 Accepted: 31 October 2013
Published: 18 November 2013
References
1. Committee on Trauma of the American College of Surgeons: Resources for
optimal care of the injured. Chicago, IL: Committee on Trauma of the
American College of Surgeons; 2006.
2. Davis T, Dinh M, Roncal S, Byrne C, Petchell J, Leonard E, et al: Prospective
evaluation of a two-tiered trauma activation protocol in an Australian
major trauma referral hospital. Injury 2010, 41(5):470–474.
3. Kouzminova N, Shatney C, Palm E, McCullough M, Sherck J: The efficacy of
a two-tiered trauma activation system at a level I trauma center.
J Trauma 2009, 67(4):829–833.
4. Norwood SH, McAuley CE, Berne JD, Vallina VL, Creath RG, McLarty J: A
prehospital glasgow coma scale score < or = 14 accurately predicts the
need for full trauma team activation and patient hospitalization after
motor vehicle collisions. J Trauma 2002, 53(3):503–507.
5. Lehmann RK, Arthurs ZM, Cuadrado DG, Casey LE, Beekley AC, Martin MJ:
Trauma team activation: simplified criteria safely reduces overtriage.
Am J Surg 2007, 193(5):630–634. discussion 4–5.
6. Tinkoff GH, O’Connor RE: Validation of new trauma triage rules for trauma
attending response to the emergency department. J Trauma 2002,
52(6):1153–1158. discussion 8–9.
7. Cook CH, Muscarella P, Praba AC, Melvin WS, Martin LC: Reducing overtriage
without compromising outcomes in trauma patients. Arch Surg 2001,
136(7):752–756.
Rados et al. World Journal of Emergency Surgery 2013, 8:48 Page 7 of 7
http://www.wjes.org/content/8/1/488. Cherry RA, King TS, Carney DE, Bryant P, Cooney RN: Trauma team
activation and the impact on mortality. J Trauma 2007, 63(2):326–330.
9. Region AHSC: Trauma Services Annual Reports. Calgary: Calgary Regional
Trauma Services; 2010. [cited 2010 Feb 26 2010]; Available from: http://
www.calgaryhealthregion.ca/programs/trauma/reports.htm.
10. Fung Kon Jin PH, van Geene AR, Linnau KF, Jurkovich GJ, Goslings JC,
Ponsen KJ: Time factors associated with CT scan usage in trauma
patients. Eur J Radiol 2009, 72(1):134–138.
11. Grossman MD, Portner M, Hoey BA, Stehly CD, Schwab CW, Stotzfus J:
Emergency traumatologists as partners in trauma care: the future is
now. J Am Coll Surg 2009, 208:503–509.
12. Shackford S: How then shall we change? J Trauma 2006, 60(1):1–7.
13. Esposito TJ, Leon L, Jurkovich GJ: The shape of things to come: results
from a national survey of trauma surgeons on issues concerning their
future. J Trauma 2006, 60(1):8–16.
14. Committee to Develop the Reogranized Specialty of Trauma SCC, and
Emergency surgery: Acute care surgery: trauma, critical care, and
emergency surgery. J Trauma 2005, 58:614–616.
15. Bullock MR, Chesnut R, Ghajar J, Gordon D, Hartl R, Newell DW, et al:
Surgical management of acute epidural hematomas. Neurosurgery 2006,
58(3 Suppl):S7–S15. discussion Si-iv.
16. Haselsberger K, Pucher R, Auer LM: Prognosis after acute subdural or
epidural haemorrhage. Acta Neurochir (Wien) 1988, 90(3–4):111–116.
17. Committee on Trauma of the American College of Surgeons: Advanced
Trauma Life Support Course for Doctors. 9th edition. Chicago: American
College of Surgeons; 2012.
18. Trupka A, Waydhas C, Hallfeldt KKJ, Nast-Kolb D, Pfeifer KJ, Schweiberer L:
Value of thoracic computed tomography in the first assessment of se-
verely injured patients with blunt chest trauma: results of a prospective
study. J Trauma 1997, 43:405–412.
19. Willmann JK, Roos JE, Platz A, Pfammatter T, Hilfiker PR, Marincek B, et al:
Multidetector CT: detection of active hemorrhage in patients with blunt
abdominal trauma. AJR Am J Roentgenol 2002, 179(2):437–444.
20. Self ML, Blake AM, Whitley M, Nadalo L, Dunn E: The benefit of routine
thoracic, abdominal, and pelvic computed tomography to evaluate
trauma patients with closed head injuries. Am J Surg 2003,
186(6):609–613. discussion 13–4.
21. Salim A, Sangthong B, Martin M, Brown C, Plurad D, Demetriades D: Whole
body imaging in blunt multisystem trauma patients without obvious
signs of injury: results of a prospective study. Arch Surg 2006,
141(5):468–473. discussion 73–5.
22. Tillou A, Gupta M, Baraff LJ, Schriger DL, Hoffman JR, Hiatt JR, et al: Is the
use of pan-computed tomography for blunt trauma justified?
A prospective evaluation. J Trauma 2009, 67(4):779–787.
23. Rieger M, Czermak B, El Attal R, Sumann G, Jaschke W, Freund M: Initial clinical
experience with a 64-MDCT whole-body scanner in an emergency
department: better time management and diagnostic quality? J Trauma
2009, 66(3):648–657.
24. Bullock MR, Chesnut R, Ghajar J, Gordon D, Hartl R, Newell DW, et al:
Surgical management of acute subdural hematomas. Neurosurgery 2006,
58(3 Suppl):S16–S24. discussion Si-iv.
25. Weninger P, Mauritz W, Fridrich P, Spitaler R, Figl M, Kern B, et al:
Emergency room management of patients with blunt major trauma:
evaluation of the multislice computed tomography protocol exemplified
by an urban trauma center. J Trauma 2007, 62(3):584–591.
26. Chen EH, Mills AM, Lee BY, Robey JL, Zogby KE, Shofer FS, et al: The impact
of a concurrent trauma alert evaluation on time to head computed
tomography in patients with suspected stroke. Acad Emerg Med 2006,
13(3):349–352.27. Fung Kon Jin PH, Goslings JC, Ponsen KJ, van Kuijk C, Hoogerwerf N, Luitse
JS: Assessment of a new trauma workflow concept implementing a
sliding CT scanner in the trauma room: the effect on workup times.
J Trauma 2008, 64(5):1320–1326.
28. Wurmb TE, Fruhwald P, Hopfner W, Keil T, Kredel M, Brederlau J, et al:
Whole-body multislice computed tomography as the first line diagnostic
tool in patients with multiple injuries: the focus on time. J Trauma 2009,
66(3):658–665.
doi:10.1186/1749-7922-8-48
Cite this article as: Rados et al.: Does trauma team activation associate
with the time to CT scan for those suspected of serious head injuries?
World Journal of Emergency Surgery 2013 8:48.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
